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Drs Liu and Zhang along with their co‐authors present to us an extremely large series of first branchial cleft anomalies (FBCA) over only a 4‐year time span.[1](#ped412052-bib-0001){ref-type="ref"} Perhaps one of the largest series of FBCA from a large children\'s hospital in Beijing, China. They reviewed their experience and found 70 patients with FBCA. Utilizing the Work classification for Type I (ectodermal origin) and Type II (ectoderm and mesoderm), they describe the incidence of the disorders in their population and the relationship of the anomalies with the facial nerve.

They found 58.6% were Type I anomalies and 41.1% were Type II. They found that magnetic resonance imaging (MRI) was the most accurate imaging modality for assessing these anomalies -- with 100% of the anomalies properly diagnosed on preoperative imaging. The facial nerve was noted not to have a close relationship with any of the Type I anomalies, however, in 48.3% of the Type II FBCA the facial nerve was found to be superficial and ascending to the anomalies. More specifically and importantly, if the anomaly extended into the mandibular angle, the facial nerve was superficial to the anomaly. Both Type I and II FBCA had involvement of the external auditory canal (EAC); 26.8% of the patients with Type I FBCA had mild EAC stenosis after resection of the anomaly.

This article re‐emphasizes the importance of proper identification of these uncommon congenital anomalies and knowledge of the potential superficial relationship of the facial nerve to these lesion. As the authors note, familiarity with the facial nerve anatomy, knowledge of the anomaly and its proper preoperative diagnosis, and the use of the microscope and facial nerve monitoring are useful in identification of the nerve and avoiding the significant morbidity of facial nerve injury. Although, there are articles that report that the use of facial nerve monitoring may not prevent injury to the facial nerve, I have found nerve monitoring useful in mapping of the nerve and identifying its course. By mapping the nerve, safe surgical dissection is expedited by allowing early identification and exposure of the nerve. In my experience, I have even found the facial nerve to be displaced laterally and immediately subcutaneously. The use of nerve monitoring helps identify the facial nerve in this superficial orientation and avoid injury to the nerve. The use of magnification also can expedite the proper identification of critical structures and potentially avoid injury to them.

It was interesting to see that about 88.6% of the FBCA had prior history of incision and drainage and 12.8% had history of prior surgery and in their hands; there was no history of recurrence of anomalies after resection. Only three patients had temporary facial nerve palsy and all recovered with use of steroids. It would be interesting to see if the facial nerve would have recovered even without the use of steroids.

As with other congenital anomalies, the knowledge of the embryologic development of the lesion is useful in the appropriate management of these lesions. The familiarity with the normal anatomy as well as the anomalous anatomy as a res ult of the congenital anomaly are critical in the avoidance of injury to important structures such as the facial nerve in this case. The utilization of magnification and nerve monitoring can also assist in the management of these anomalies.
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